haemorrhage. As a result, he was out of the HEPA-filtered isolation room for 4 h. On day +2, he experienced a febrile neutropenic episode Mucormycosis is an uncommon severe life-threatening fungal infection in the immunocompromised host and was started on tazocin (piperacillin/tazobactam) and gentamicin. On day +6, he had recurrent fever and tendercaused by fungi belonging to the order Mucorales, most commonly Rhizopus arrhizus (R. oryzae). We report a ness and erythema around the right atrial catheter site. Vancomycin was added. The following day, a rim of discolorpatient who developed a severe right atrial catheter exit site infection with Absidia corymbifera. The catheter ation was present around the catheter. Amphotericin B 1 mg/kg/day was started. On day +8, an area of necrosis was removed and necrotic tissue debrided. With liposomal amphotericin B and G-CSF, the infection subsided.
confirmed at a reference laboratory. Histological examinCutaneous mucormycosis that have been reported are usuation revealed broad hyphae of varying diameters with ally due to Rhizopus arrhizus. 2 We report a case of minimal septation and irregular branching. The hyphae cutaneous Absidia corymbifera infection associated with a were clearly seen with haematoxylin and eosin and stained right atrial catheter.
irregularly with grocott methenamine silver and periodic acid Schiff stains. These features are typical of fungi belonging to the order Mucorales (Figure 2 ). Blood cultures Case report were repeatedly negative. Liposomal amphotericin B 4 mg/kg/day was commenced A 12-year-old boy had an allogeneic bone marrow transplant for severe aplastic anaemia. Conditioning therapy consisted of antithymocyte globulin (ATG) (Merieux, Lyons, France) 1.5 vial/10 kg/day for 5 days followed by cyclophosphamide 50 mg/kg/day for 4 days. Methylprednisolone, 2 mg/kg/day, was used as prophylaxis against ATG anaphylactic reaction.
He was isolated in a HEPA-filtered room 4 days prior to transplant. Nebulized amphotericin B 5 mg twice a day was used as prophylaxis against aspergillosis.
3 No prophylactic systemic antifungal was used.
He developed severe headaches and convulsions on day +1. CT scan was performed to exclude an intracerebral stages of AIDS, and delayed marrow recovery following chemotherapy appear to be a predisposing factor. There are two reports of cutaneous A. corymbifera infection in AIDS patients.
2,5 Infrequently, Mucor infection is seen following bone marrow transplantation.
The common presentations are rhinocerebral, craniofacial and pulmonary mucormycosis as the fungal spores are inhaled into the airway passages. Cutaneous mucormycosis is seen in severe burns and contaminated dressings.
In our patient, we postulate that there was a contaminated exit site when HEPA filtration was temporarily withdrawn after 5 days of isolation. Samples taken from the isolation room did not reveal A. corymbifera. The predisposing factors that may have been contributory to the infection are high-dose methylprednisolone, Staphylococcus epidera midis, right atrial catheter exit site infection 3 weeks prior to transplantation which was treated with vancomycin, neutropenia from the severe aplastic anaemia and the conditioning regimen, and use of broad-spectrum antibiotics during the initial febrile neutropenic episode.
The rapidly progressive nature of cutaneous Mucor infection to skin necrosis in our patient is classical. Necrosis occurs due to hyphae invading the vasculature and causing tissue infarction.
The isolation of Mucor is difficult and requires either histology or culture of the infected tissue. 6 Attempts at blood cultures and skin swab cultures are usually unsuccessful.
In cases where surgical excision of infected tissue is possible, the prognosis is much improved. 7 In this patient, antifungal therapy with liposomal amphotericin B along b with removal and surgical excision was successful. Ampho- period.
along with granulocyte colony-stimulating factor (G-CSF) Acknowledgement Neupogen (Roche, UK) 300 g/day s.c. to hasten neutrophil recovery as he remained febrile. Within 48 h, he was Bristol Mycology Reference Unit assisted in the confirmation of afebrile and the surrounding inflammation around the the isolate.
wound began to subside. His neutrophil count climbed rapidly and he had engrafted on day +16 (absolute neutrophil count Ͼ0.5 × 10 9 /l). G-CSF was discontinued on day +19, References after achieving a neutrophil count Ͼ1 × 10 9 /l for 2 days. Liposomal amphotericin B was stopped after completing 
